planningdecade is monitored by a set of annual tracking data, as recently released in the report Healthy People 2000: National Health Promotional and Disease Prevention Objectives (6) . For the next decade, a series of mental health and illness objectives is planned, against which progress will be measured. Mental illness was the subject of 1 of 5 handbooks published by the United Kingdom (UK) Department of Health in 1993, which demonstrates that country's clear commitment to this field. These handbooks outlined information on how local services could get together to achieve a set of targets (7) . Other countries, such as New Zealand, have also followed suit (8) .
What about Canada? Morefor the Mind, published in 1963, shaped our psychiatric services for close to 25 years (10, 11) . During these years, Health Canada helped foster standards in service delivery, staffmg, and facilities, which helped us compete for resources on behalfofour patients, with more established health care priorities (12, 13) . More recently, documents such as the Health Systems Research Unit analysis of Best Practices in Mental Health Reform, published by the Clarke Institute ofPsychiatry (14) , Stephens' review ofpopulation mental health indicators (15) , and Perez and Wilkinson's Mindsets (16) , a review ofthe impact of mental illness on business, indicate that we certainly plan creatively. Fragmentation has undermined our efforts so far, and CAMIMH' s challenge will be to develop a broad-based constituency beyond its current dedicated steering group. Above all, we share a goal of ensuring access to quality health care for those in need. We must also realize that today' s physicians, including psychiatrists, experience the cumulative strain of assuming the gatekeeper responsibility for an underfunded health care system where they have less involvement in the decisionmaking process and are faced with rising public expectations. With the current national shortage of physicians, the acutecare system is being depleted of its workforce as physicians leave the country, seeking to regain control over their working day. The new category of physicians in many provinces, called "hospitalists," work shift work, which in my view breaks down the continuity of care in a stretched system. The revival of our health care system and the restoration ofpublic confidence require a mutually supportive lobby from professionals, patients, and their families based on deference to both professional and experiential expertise. A coalition based on shared respect is essential to preserve the quality of a health care system that has proven to be one of the most cherished features of our national identity.
Fair and Equitable Access to Disability Insurance
For years, the CPA has monitored difficulties experienced by our patients in obtaining various forms of private insurance. A position paper written in 1989 focused on problems related to life insurance (17) . This year, the increasing difficulties reported by our patients in securing disability insurance were highlighted. Barriers to accessing private insurance may result merely from having sought a psychiatric consultation or received a trial of antidepressants from a family physician. The process of securing payment once disability sets in is also becoming increasingly complex. Our profession, which strives to erase the stigma attached to psychiatric care, needs to further scrutinize, along with our patients and their families, the evaluative procedures involved in underwriting and access to disability insurance claims. My perceptions of insurance, recently summarized in our association's Bulletin, attracted more attention than any other topic I tackled this year (18, 19) . The physician has a responsibility to insist that insured medical services be used appropriately by both the patient and the physician. Physicians can diagnose and assess impairment, but the assessment of disability requires a full understanding ofthe nature ofthe job (20) . As a result, the Canadian Medical Association supported a shift away from complete reliance on physician certification for work absences to a more cooperative process involving the employee, the employer, the employee's attending physician, and other involved health care professionals in assessing areas such as task limitations, schedule modifications, environmental restrictions, and personal aids or protective equipment (21) .
In 1989, our association supported the concept ofrisk-related rating as part ofinsurance evaluation but added that "the diagnosis alone was oflimited help in predicting risk." In the case oflife insurance, this "prediction must be augmented by other information pertaining to chronicity, degree of impulse control, and insight among other factors." Regarding disability insurance, our position paper assessed at the time that companies were indeed "liberal in providing disability payments" (17) . Since then, the insurance industry has reported a marked increase in so-called "subjective" claims. These claims are based not only on mental illness and addictive disorders but also on such diagnoses as stress, chronic fatigue, and fibromyalgia. Furthermore, perceptions of fraudulent claims (22) have also resulted in the creation of an adversarial evaluative process that often pits physician against physician. Requests for increasingly elaborate assessments are timeconsuming, and sweeping demands for charted information carry unacceptable threats to confidentiality. Public credibility is shaken by media reports of serialized expert consultations, sometimes based solely on chart reviews, resulting in widely conflicting conclusions on ill-defined matters such as the presence or absence of a "secondary gain." Physical threats against physicians have been uttered by the frustrated public. This critical situation must stop, now! What are we to do? Psychiatrists may playa range of consultative roles, from advising on preventive "disabilityproofing" of the workplace to the consulting on the retention of an experienced, temporarily impaired employee (23) . Return to productive work is therapeutic, and the current adversarial evaluative process needs to become collaborative and The Canadian Journal of Psychiatry Vol 44,No9 
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Underwriting to involve input from organizations representing the industry and professional medical organizations such as ours. This collaborative agenda should map out the assessment process required from each party, identify the necessary relevant information, refine the estimates of potential risk or relapse, reduce the impediments to flexible return to work, and optimize the therapeutic benefits of compensation. A set of training modules vetted by the CPA is required to enhance our general competence in this area, and we must establish a suitable eredentialing process for those physicians who choose to be significantly involved as assessors. As psychiatrists, we must realize that tackling issues of impairment, disability, or handicap of our patients is no longer a cumbersome addendum to our therapy; rather, these issues are critical to our rehabilitation strategy (21) . The pioneering collaborative approach advocated here should benefit our patients, our trainees, ourselves, and industry and should restore muchneeded credibility to the access and assessment processes-a "win-win" approach! Today's Research, Tomorrow's Health Care
The first component of my theme celebrates the accelerated pace of insight into understanding the brain and mind. Dogmatic approaches are increasingly being replaced by evidence-based medicine, but most of the progress occurs in successive increments as puzzle-solving activities. According to Kuhn, a revolution in research occurs only when a paradigm shift develops, and I wonder about facilitating such future shifts (24) . In the US, between 1984 and 1998, the level of National Institutes of Health support for psychiatry to medical schools and academic departments of psychiatry increased by 392% (25) . This is a tribute to that country's recognition ofthe importance ofresearch in reducing the stigma attached to our disorders (26) . Yet, gaining parity in health insurance for individuals suffering from mental illness or addiction is still a major struggle in the US.
What about the situation in our country? In 1982, as in the US, our government considered an investment in research: "the Minister of Health and Welfare for Canada ... addressed the need for more research in psychiatry. She stated that more trained researchers were required and proposed to provide more funding in order to develop fellowships for young researchers" (27) .
While we do enjoy parity in public insurance for all mental health disorders and addictions, the proposed funding was never realized. Past analyses have estimated that national funds allocated for research in these fields were approximately one-third of what would be expected if allocations were based on the relative cost of these disorders within the total spectrum ofdiseases (28) . One ofthe unfortunate results is that career researchers, particularly physicians in our field, are indeed an endangered species. A liberally defined national pool was estimated in 1995 to be fewer than 150 medical doctors (29) . These concerns are now overtaken by the new funding and organizational promises offered by the federal Canadian Institute ofHealth Research (30) . Based on 3 criteria-public health need, scientific opportunity, and economic impact-an independent Institute ofMental Health and Mental Illness is essential. Years of neglect have, however, thinned our critical mass of investigators and therefore our potential to compete, compared with the resource poolsin neuroscience, cardiovascular health, cancer and cell development, and endocrinology. I believe we can still submit enough investigator-initiated applications that are "scientifically meritorious," but we will also need to rely heavily on capacity-building initiatives such as the development of a national career program for investigators, from traineeship, to the early career years, to mature investigatorship. L 'experience pioniere de la province du Quebec dans le programme de carriere en recherche devrait nous guider dans cettedirection. Establishing consortia with relevant, established groups from other disciplines is a major objective ofthis new initiative, but we must foster a climate oftrust. As a specialty, we must promote postresidency training in research the way medicine has done so successfully. Experienced mentorship is also required, and it is a concern that at least one-third ofour 16 university departments each comprise 3 or fewer experienced medical investigators. In a masterful review of the fates of human societies, Jared Diamond describes how "modem deserts had started with the cutting of trees in yesteryears!" (31) . I associate this image with our reduced pool ofresearchers. This is not to lay blame but to raise a challenge: do we want the potential for accessing peer-reviewed grants to be eventually limited to fewer and fewer of our university departments? This possibility looms in our highly competitive university environment. What are those of us who disagree preparedto do about it? Academic psychiatry in Canada faces increasing challenges, ofwhich research funding is one, but a national forum is lacking for these concerns. A small group of creative and highly dedicated, but competitive and overextended, chairs of university departments has neither the time nor the critical mass to be the sole lobby for academia. I call for our association to facilitate the creation of such a lobby to foster the development of competitive teaching and research career paths as essential ingredients for maintaining cuttingedge health care delivery. Lastly, my favoured paradigm for the future balances an adequately funded health care system and research networks supported proportionately to the burden of society they address. In North America, this would be quite a novelty indeed. Excellence in care delivery cannot be separated from the constant pursuit of its improvement. Today's research is tomorrow's health care.
The Spectrum of Mental Disorders and Related Values
An oft-repeated claim is that at least 1 in 5 Canadians will at some time in their lives suffer from a diagnosable mental illness. From Woodside's recent survey of our practice profiles, we spend at least two-thirds of our professional time dealing with schizophrenia and mood disorders. These important disorders, according to the Epidemiological Catchment Area Study, account for less than one-third of the total prevalence of mental disorders (32) . Those who defined the categories presented in the Diagnostic and Statistical Manual ofMental Disorders did not intend, I believe, to distinguish between those worthy and those unworthy of our treatment; this regrettable dichotomy, however, influences our daily practice.
Among the forgotten categories, I must, of course, advocate on behalfofour patients and colleagues who battle the consequences of substance-related disorders. Three decades of fmdings have demonstrated the genetic vulnerability in both sexes of 50% of the affected population in treatment (35) . Systematic neuroscientific advances are mapping a reward system in the brain and are providing neuroimaging evidence ofthe impact of cravings-critical evidence of the biological substrata of addiction (36) . Many of us still consider addictions to be primarily social problems or behaviours somewhat rooted in a lack of moral fibre. In this age of consumerism, those beliefs are not publicly challenged by our anonymous consumer group. At a time when industry plays such a major role in our continuing education, the limited but expanding pharmacology in the field has not yet been deemed worthy of the same campaigns targeting other disorders. Regarding a possible national research institute amalgamating mental health and addictions, our relative neglect of the field of addiction is resulting in concerns from that field that are very similar to the ones we raise about an amalgamation with neuroscience. As we all struggle for nurture and visibility, the track record of the mental health field's stance toward addiction is still very tentative in Canada.
Lest I stand accused of promoting my specific area of practice, let me hasten to state that substance abuse is not the only neglected diagnostic area. Every night in hospital emergency rooms across Canada, we battle the consequences of this neglect. In Calgary, my own city, a laudable, concerted effort to provide early, comprehensive, and long-term biopsychosocial support to patients suffering from schizophrenia, in partnership with an active family organization, has resulted, over a decade, in a marked reduction in the number ofpeople with schizophrenia requiring unscheduled emergency care. Our nights are spent providing band-aid care to every other diagnosis! Our remarkable recent advances in the management of schizophrenia, mood disorders, and, to some degree, anxiety disorders should instill in us renewed vigour as we consider strategies to manage the remaining disorders. This is not always the case. Current economic constraints have spurred a laudable search for evidence-based practices. It may also have unwittingly resulted in the assumption that we should only address the conditions we currently treat best. Our valued axiom "First do no harm" may be replaced with "Help only those you think you can." What happens to those whose ailments do not fall under that category? A recent debate on the treatment ofpersonality disorders at this year's annual meeting of the Royal College ofPsychiatrists in the UK placed our ambivalence in sharp focus (37) . The outcomes of this debate and similar ones are of crucial importance to the scope of our profession in the next millennium (Table 1) . Clinical and policy decisions may be based on an interaction of the evidence-backed treatment, available resources, and our value system. I worry about the value system behind propositions that would exclude certain disorders. History has shown this practice to be short-sighted (38) . A critical empirical validating factor for disorders is often the development of specific treatments for them. In the days of the preeminence of analytically oriented psychotherapy, psychiatrists paid particular attention to the so-called "character disorders." Being among those who in the 1970s and 1980s objected to the relative neglect of those suffering from schizophrenia in particular, I now shift my concern to the neglect of the personality, addiction, and other disorders including developmental disabilities-a long list. Some consumer groups may be particularly difficult to organize, but their needs must also be addressed. I look forward to Health Canada's and CAMIMH's efforts to incorporate these needs into a national strategy, without stigmatizing any disability through omission (Figure 2 ). Estimates ofneed based on disability and hardship may result in a more equitable allocation of resources.
Our Association and the International Community
This summer, I experienced a most moving tribute to our country while I visited a monument of humankind's cruelty to itself: the extermination camp ofAuschwitz-Birkenau. We toured the warehouse section of the camp, which had been used to collect the prisoners' finer belongings. Amid the horrors, this area was considered an oasis of relative peace for The Canadian Journal of PsycWatry Vol 44, No9 American Psychiatric Association (APA) is a potential Rosetta Stone for helping us share and translate our respective experiences in the future. This potential, however, depends on our will to breathe life into the document. I look forwardto actively collaborating with the Canadian district branchesof the APA. As our association strives to develop coalitions, we should include our different professional associations in Canada and abroad.
Our successful international educational meetings in Mexico for the past 5 years have resulted in the rewarding discovery of the common bonds we hold with our colleagues of the Mexican Psychiatric Association. Deseamos extender unahienvenida muy acogedora para fa Asociacion de Psiquiatria Mejicana. Our country has asserted a will to playa major economic role in the Americas. This role must be based not only on interest in but on genuine concern for the people involved. We can reach the minds and hearts of individuals by raising the standards of health care delivery for themselves and their loved ones.
Playing an international role does not mean imposing ourwill on our partners, so we must be prepared for change. Working internationally means adapting to different resources, practices, public images, and political strategies. At a recentrneeting with the American Board of Psychiatry and Neurology, the issues of fairness and reciprocity in graduate training programs were raised. Family hardships, such as couples' inability to practise in the same country, have resulted from past assessments, including those of Canadian graduates who train in the US. Are those hardships preventable? I believe so, but my example highlights the need for more flexibility. The goal is toprotect the public by ensuring equivalence, but not necessarily similarity, in training. We cannot accept an indefinite second-class status for IMGs entering our country. TheRoyal College of Physicians and Surgeons of Canada is currently developing a fairer, more transparent, and safer mechanism toward full licence for IMGs to practise as specialists in Canada.
It is no surprise that the values of fairness and equity of access, which we demand ofothers, are equally demanded ofus. At the heart of the reluctance of some in our country to enhance our international connections is a fundamental concern about our ability to compete! I do not share this concern. The Canadian health care system, with all its flaws, remains nevertheless the envy ofmany. Being a Canadian is an asset that we should nurture. Within the World Psychiatric Association (WPA), a respectable 12% ofsection chairs are Canadian. We have never had a strategy in our association to promote our members internationally. We need one! What should our A Foundation for Our Future Our membership is creative, and our association is never short ofprojects. A major endeavour this year has been to establish a foundation for the CPA. My involvement in this project would not have been possible without the help of my family. Now, CPA members and their families are being called upon to further the financial independence ofour association into the next millennium. Several of you have readily answered the call, and a formal 2-year campaign has been launched. The legacy provided by this fund will particularly benefit our younger colleagues. For those of us who feel that the association has benefited our profession's practice, here is a chance to ensure that this opportunity remains for future generations of psychiatrists and their patients.
Conclusion
Throughout my remarks, I realize that interwoven with the pioneering role are basic values such as support, fairness, and equity for all. I also highlighted that many of our challenges are not new; indeed, Drouin's citation ofAndre Gide bears repeating: "Toutes choses ont ete dites deja mais comme personne n 'ecoute ilfaut toujours recommencer" (41) .
I also realize that several action plans have been suggested, and I am inspired by a quote from Christopher Reeve: "at first something seems impossible; then it becomes improbable; but with enough conviction and support, it finally becomes inevitable" (42) . Much has been written about ingredients of leadership; I have learned to value one above all, and that is persistence. It is easy to have ideas; it is difficult to carry them out. Defeat looms only when the idea is abandoned. I hope that our association gives the recommendations I have made a supportive, fair, and equitable hearing. Mesdames et Messieurs, je vous remercie de votre interet et patience.
